Introduction
Clinical TB remains a major global health problem and the second leading cause of death from an infectious disease worldwide. TB has a global incidence of 8.6 million, a mortality of 1.3 million, and sadly a global treatment success rate of only 87% [1] . Studies are carried out on TB and HIV in almost every aspect so as to develop new or improved systems in the early diagnosis and control of the comorbidity. The laboratory markers associated with PTB with or without HIV coinfection play a major role, although a nonspecific one, in the diagnosis and prognosis of TB in patients [2, 3] . The demonstrable changes that PTB + HIV, PTB, and HIV seropositive patients have in their hematological and metabolic values all in all showed varied pictures in each study as a result of the phase of the infection and the causative agents, namely, Mycobacterium tuberculosis and Human Immune Deficiency Virus [2] .
Guyana, a lower-middle-income country being ranked as one of the TB high-burden countries in the Americas, sustains a tuberculosis (TB) prevalence (including HIV) of 131 for every 100,000 persons in 2012 [1] . In Guyana, 28% of tested TB patients are diagnosed as HIV coinfected [4] . The country is very vulnerable to the devastating impact of HIV/AIDS due to the most productive age groups (15-49 years) in society being affected with 1.4% in 2013 [5] .
Tuberculosis and HIV are devastating infectious diseases associated with a low socioeconomic status, with the reputation of bringing stigma and discrimination to their victims and inflicting economic losses to low-and middleincome nations [6, 7] . Both drug resistance and HIV worsen the TB disease burden among individuals and are a threat to global TB control. Although nondefinitive, some routine clinical laboratory assays can be useful in assisting diagnosis and prognosis at a low cost, but care must be taken while interpreting them due to other confounding factors 2 Tuberculosis Research and Treatment such as drug induced or viral hepatitis, diabetes coinfection, and age.
The purpose of this study is to observe the hematological and biochemical status of pulmonary tuberculosis (PTB) patients with or without Human Immune Deficiency Virus (HIV) coinfection at the Chest Clinic, Georgetown Public Hospital, Guyana.
Methods

Study Site and
Population. An observational, laboratory based retrospective descriptive study was designed to assess the relationship of PTB and HIV with patients routine biochemical and hematological values. The study was conducted during the period January 2013 to December 2014 at Georgetown Chest Clinic, Guyana. Sample sizes of 316 patients were enrolled following exclusion and inclusion criteria.
Inclusion Criterion. All patients who were diagnosed of PTB and PTB + HIV with no past history of TB were considered for the present study.
Exclusion Criteria. Patients with the following conditions were excluded from the study:
(1) patients under inspection;
(2) patients with any type of hepatitis complications at the time of PTB diagnosis;
(3) inadequate medical records to allow complete analysis;
(4) pregnancy at time of PTB diagnosis;
(5) patients with a clinical history of chronic renal failure; (6) hemoglobinopathy;
(7) neoplastic disease and collagen vascular disease;
(8) deceased patients upon follow-up;
(9) malaria and worm infested PTB diagnosis;
(10) sputum sample taken after initiation of treatment.
Laboratory Testing.
Patients suspected of pulmonary tuberculosis were tested using fluorescence microscopy and treatment begins as soon as PTB is confirmed. An HIV test is done, if patients HIV status is unknown at the time and a RBS is taken to screen for diabetes. CD4 count and sputum smear grade were also investigated. Hematology and biochemistry tests of the patients were performed at the Georgetown Public Hospital Cooperation (GPHC) Laboratory. Parameters evaluated for biochemistry were serum BUN, serum creatinine, serum electrolytes (K + , Cl − , and Na + ), aspartate aminotransferase (AST), alanine aminotransferase (ALT), direct bilirubin, total bilirubin, and indirect bilirubin. Hematology parameters evaluated were fasting blood sugar (FBS), hemoglobin concentration, total white blood cell (WBC), and platelet count. Voluntary counselling and general physical evaluation of all the patients were carried out at the center.
The patients were then asked questions to determine risk factors, habits, and sociodemographic data (age, gender, ethnicity, education, smoking history, and alcohol intake).
Ethical Considerations.
The study was approved by the University of Guyana, Guyana. Permission was also obtained from the Institutional Review Board (IRB), Ministry of Health, Guyana, to proceed with the study. Individual patients were assigned numbers for identification.
Statistical
Analysis. All pieces of information were first entered in Excel spreadsheet and later transferred to SPSS 20.0 and JMP for further analysis. Tables 3 and 4 show the number (percentage), mean, and 95% CI of the hematological parameters among the study population. Significant high parameters were found among TB-HIV coinfected population. Table 5 shows the number (percentage), mean, and 95% CI of biochemical parameters among the study population. Most biochemistry parameters had significant high values among TB-HIV coinfected population. Table 6 demonstrates the different risk factors associated with the study population. Patients at particular risk of the TB/TB-HIV were males and homeless. Significant risk factors demonstrated within the study population were diabetes 14.9% (95% CI 11.4-19.3), HTN 3.5% (95% CI 1.9-6.1), allergy 2.8% (95% CI 1.5-5.3), homelessness 0.09 (95% CI 0.03-2.7), being alcoholic 34.2% (95% CI 29.2-39.6), and smoking 32.9 (95% CI 27.9-38.7) ( < 0.001). 
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Discussion
This study was a first-time effort to relate hematological and biochemistry parameters among TB patients with or without HIV at the Georgetown Chest Clinic, Guyana. Though this study did not have enough TB-HIV coinfected patients, a concrete conclusion cannot be made.
Our study reveals that men were most infected than females and 51% of patients being between the ages of 30 years and 49 years which is a normal trend seen in most parts of the world [8, 9] . This study demonstrated significant high number with CD 4 > 200. CD 4 and CD 8 T-cells are important immune components against TB and HIV and reduction in the count could suppress the immunity of the patient [10] . Some studies agree that the mean of the total WBC count in PTB patients is usually normal or not significantly elevated as compared to the normal mean of a population [11, 12] . However, Amilo et al. state that there is a statistically higher total WBC count among PTB and PTB-HIV comorbid patients, where neutrophilia is the main contributor to the increase [2] . Platelets are effector cells that play an important role in the inflammatory and immunological response and have the capacity to release cytokines and chemokines, thus acting as an immune regulator [13] ; therefore this direct relationship between platelet and WBC is logical because when there is an immune response at PTB infection, platelets tend to increase.
This study did not show any variation on blood sugar although Bailey and Grant [6] found that the relationship that exists between diabetes and tuberculosis has even been shown to be more significant than that of HIV/AIDS with TB, although it is not consistently reproduced in different populations [14] .
Risk factors play a major role in the magnitude of TB and HIV. There were many risk factors involved in this study, but the magnitude of TB was high among the homeless, smokers, and males. Socioeconomic status is always a major risk factor [15] .
There are several limitations that might have affected our conclusions; first, analysis was done based on the data available from the Chest Clinic. Second, a large-scale crosssectional study might have produced a better conclusion on the laboratory parameters. Finally, other risk factors could have also included in this study.
Conclusion
Hematological and biochemistry parameters are important, simple, and cheaper method in analyzing the pattern of health status among PTB patients with or without HIV. 
